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ABSTRACT: Cutaneous melanoma may in some instances be confused with 
seborrheic keratosis, which is a very common neoplasia, more often mis-
taken for actinic keratosis and verruca vulgaris. Melanoma may clinically re-
semble seborrheic keratosis and should be considered as its possible clinical 
simulator.  We report a case of melanoma with dermatoscopic characteristics 
of seborrheic keratosis and emphasize the importance of the dermatoscopy 
algorithm in differentiating between a melanocytic and a non-melanocytic 
lesion, of the excisional biopsy for the establishment of the diagnosis of cu-
taneous tumors, and of the histopathologic examination in all surgically re-
moved samples.
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INTRODUCTION
Cutaneous melanoma is a sometimes very ag-
gressive malignant tumor that may be confused with 
benign lesions. It must be considered in the clinical 
differential diagnosis of seborrheic keratosis, which is 
one of the most common benign neoplasia in adults 
from the fourth life decade. The vast majority is re-
moved by electrosurgery and cryotherapy without 
histopathologic diagnosis confirmation or may sim-
ply not be treated (1,2). Actinic keratosis, verruca vul-
garis, and solar lentigines are lesions that are often 
mistaken for seborrheic keratosis.
The objective of this report is to describe a case 
of melanoma with clinical and dermatoscopic pre-
sentation suggestive of seborrheic keratosis, empha-
sizing the relevance of the dermatoscopy algorithm 
for differential diagnosis between melanocytic and 
non-melanocytic lesions and the importance of exci-
sional biopsy in the final interpretation of cutaneous 
tumoral lesions. 
CASE REPORT
A 67-year-old female patient presented with a 
heterogeneous plaque on her right arm of 2 cm in the 
major axis. Colors varied from light brown to black 
and were asymmetrical, with irregular borders (Fig-
ure 1 and Figure 2). The lesion had been present for 
3 years, and there had been progressive darkening in 
the last 2 years. 
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Multiple comedo-like openings were observed 
at dermatoscopic examination as well as some milia-
like cysts in the darker portion of the lesion, the pres-
ence of a peripheral pigmented network resembling 
a digital impression, and a central bluish-gray area 
resembling a veil. Despite satisfying several criteria 
suggestive of seborrheic keratosis, the presence of a 
pigmented network, asymmetry, and bluish-like veil 
led to the dermatoscopic interpretation of suspicion 
of melanocytic lesion instead of seborrheic keratosis 
(Figure 3).  
An incisional biopsy was performed in the most 
pigmented area of the lesion and, when examining 
the patient for the second time, the characteristics of 
the melanocytic lesion were more evident even with-
out histopathologic opinion, so excisional biopsy was 
performed to improve the diagnosis.
The histopathology of the incisional biopsy (Fig-
ure 4) revealed a melanoma Clark II, Breslow 0.36 mm. 
The microscopic description included the presence of 
focal papillomatosis with formation of milia-like cysts, 
remnants of seborrheic keratosis. The exam of the ex-
cisional biopsy only showed the in situ component of 
the melanoma.
DISCUSSION
Dermatoscopy is a non-invasive technique that 
increases the diagnostic accuracy for cutaneous 
tumors, being especially useful for differentiation 
between classical clinical melanoma simulators (3). 
Although dermatoscopic criteria to distinguish me-
lanocytic from non-melanocytic lesions have been 
described, some characteristics may confuse the ex-
aminer if present in the same lesion. In fact, several 
authors have already emphasized the possibility of 
making a misleading melanoma diagnosis when der-
matoscopic features of a non-melanocytic lesion are 
found in the lesion, such as multiple milia-like cysts 
and pseudo follicular openings, especially if typical 
melanoma structures are absent (4,5).
Comedo-like openings may be seen in 71% of the 
lesions of pigmented seborrheic keratosis and milia-
like cysts in around 66%. Milia-like cysts and come-
do-like openings are considered optimal diagnostic 
criteria to identify the majority of seborrheic kerato-
sis lesions, but the presence of other criteria such as 
cerebriform fissures, hairpin-like vessels, moth-eaten 
borders, and a digitiform pattern reduce the risk of 
diagnostic error, especially in lesions of pigmented 
seborrheic keratosis. Seborrheic keratosis can also 
contain structures of a pigmented-type network, 
Figure 1. Asymmetrical dark brown lesion on the right arm, 
2 cm in diameter.
Figure 2. Close view of the lesion.
Figure 3. Dermatoscopy: comedo-like openings, milia-like 
cysts, pigmented peripheral network similar to a digital im-
pression, and a central blue-grayish area.
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which however should not be mistaken for the typi-
cal pigmented network of melanocytic lesions (6).
In a comparative study of dermatoscopic charac-
teristics of melanoma (n=37) and those of seborrheic 
keratosis/solar lentigines on the face, comedo-like 
openings, milia-like cysts were considered structures 
associated with benignity because they were not 
observed in any case of melanoma in the study (7). 
However, this finding should not be considered as 
100% accurate because, on rare occasions, milia-like 
cysts and pseudo-openings are found in melanoma 
lesions (7-9).
Therefore, melanomas with clinical characteristics 
of seborrheic keratosis are real diagnostic pitfalls.
It is important to note that seborrheic keratosis is 
an entity of easy clinical diagnosis, usually not requir-
ing dermatoscopic evaluation. If the dermatologist 
needs the dermatoscope to examine a certain lesion, 
it is probably because that lesion diverges from the 
customary clinical patterns and deserves attention to 
eliminate melanoma (5). Care must be taken to exam-
ine such suspect lesions following the dermatoscopic 
algorithm, whose first step is to classify the lesion as 
melanocytic or not instead of closing the investiga-
tion when finding typical structures of a non-melano-
cytic lesion, such as the visualization of pseudo cysts 
and pseudo openings in a seborrheic keratosis-like 
lesion.
It is still unclear in the literature whether sebor-
rheic keratosis and melanoma can coincide in the 
same lesion or if seborrheic keratosis is a forerunner 
lesion. In fact, seborrheic keratosis lesions are so com-
mon that the likelihood of their occurrence concur-
rently with melanomas does exist. However, the exis-
tence of a carcinogenic factor influencing the growth 
of both lesions cannot be discarded (4).
Occurrence of melanoma within a seborrheic ker-
atosis lesion and vice-versa is considered rare; how-
ever, the finding of basocellular and Bowen’s disease 
in seborrheic keratosis lesions is considered more 
common (10).
Cascajo et al. (11) published a retrospective analy-
sis of malignant lesions growing in an area adjacent 
to seborrheic keratosis. Of the 54 lesions studied, 43 
basocellular carcinomas were found, 6 cases of Bow-
en’s disease, 3 keratoacanthomas, and 2 melanomas. 
In this study, the term composite tumor was preferred 
instead of collision tumor, because one cannot affirm 
if the association between seborrheic keratosis and 
cutaneous neoplasia is a random event or if there is 
a pathogenic relation. Other authors, such as Yakaret 
al., Jones Caballero et al., and Zabel et al. (12-14), pre-
fer the term collision tumor since they think there is 
a greater likelihood of coexistence by accident than 
due to a pathogenic causal factor.
There is a particular variant of melanoma that 
makes the differential diagnosis between seborrheic 
keratosis especially difficult: the melanoma type ver-
rucous hyperkeratotic, a rare form of melanoma first 
described in 1967 (15). This variant is similar, both 
clinically and histopathologically, to seborrheic kera-
tosis, and thus capable of inducing a diagnostic error 
(4,15). Kuehnl-Petzoldt et al. (16) presented a study 
where 101 patients (9%) had with the diagnosis of 
verrucous hyperkeratotic melanoma among 1108 pa-
tients with melanoma, and Blessings et al. (17) found 
20 patients (3.2%) with hyperkeratotic verrucous mel-
anoma in 618 melanoma patients. In both studies, 
approximately 70% of the hyperkeratotic verrucous 
melanomas were located in the extremities, mainly 
the legs (4,15).
In our case, we were unable to distinguish be-
tween the coexistence of seborrheic keratosis and 
melanoma with superposition of histological findings 
and the presence of epidermal seborrheic keratosis-
like alterations induced by the melanoma. 
CONCLUSION
We conclude that the finding of dermatoscopic 
alterations typical of several entities should not ex-
clude the systematic search for elements that indicate 
the presence of an eventual concurrent melanocytic 
lesion. Dermatoscopy-histopathology correlation is 
fundamental as a method for verification of the mul-
tidisciplinary interpretative quality.
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